Knowing the integrity and powers of observation of many of those clinicians who used to quote the lower figure I cannot believe that
(4) Increasing knowledge by the laity of the achievements of surgery.
(5) Failure of medical treatment to control the relapse rate.
We have to be very careful in our judgment of cures for ulcer, whether medical or surgical. Any treatment you may care to make UP out of your head, so long as it is reasonably harmless and which entails a fortnight or more of bed rest, and particularly if followed by a convalescent period, will give about a 70 per cent, relief of symptoms f?r about half to one year. An lecture I mentioned as an illustration of this change in the nature of the disease, we have the evidence that gastric ulcer used to be common ln young women and duodenal ulcer infrequent, now gastric ulcer is rare and duodenal ulcer on the increase. In the same way the duodenal ulcer rate has greatly increased in young men. Now twenty to thirty years ago it used to be said that the incidence of anastomotic ulcer after gastrojejunostomy for duodenal ulcer was low, perhaps 1 to 2 Per cent. Nowadays the figure of 20 to 30 per cent, is often quoted, and that is nearer to my own recurrence rate after gastro-jejunostomy.
Knowing the integrity and powers of observation of many of those clinicians who used to quote the lower figure I cannot believe that they were so overcome by the successes that they did not notice the failures and I believe their figures were accurate. I believe, rather, that coincident with the increase in the incidence of duodenal ulcer, there has been a similar increase in the incidence of anastomotic ulceration in the gastro-enterostomised population?or if you like, there is now an increased risk of developing an anastomotic ulcer after gastro-enterostomy than there was twenty years ago. For all we know this tide may change, perhaps in another twenty years young women will be getting gastric ulcers again, and duodenal ulcer become rare in young men, and perhaps we shall then be able to do gastroenterostomies with a recurrence rate of 2 to 3 per cent. only. Why these changes should occur one does not know, but Persistently and after a time distension will cease to provoke any reaction.
Therefore as soon as the patient is recovered from the operation I advise him to take bulky meals of fatty and protein food, and to eat until he feels bloated, three times a day. By this means many of them increase their capacity, even though for a few weeks they are uncomfortable after meals, and soon a normal meal fails to produce symptoms, though an exceptionally large one may. In addition this helps to prevent too much weight loss, which further distresses the Patient. Taking small meals it seems to me prolongs the disability.
Biliary regurgitation, which is described as a burning fluid, troubles some. Some are more worried than incommoded by it, and go to great efforts to try to vomit it. Such patients may be made well by simply explaining that it is a normal result of turning bile into the stomach and the fluid is not an abnormal fluid, nor need the patient try to bring it up. Sometimes, however, it is difficult to deal with.
One of the worst cases I had was in a total gastrectomy, end-in-side, (Fig. 16) . From that moment she has lost all symptoms, she has gained weight, and is remarkably better. Now can we do the same with a partial gastrectomy?
:.*r Fig. 17 .-?-X-ray of barium swallow three weeks after vagotomy, in a patient complaining of mild dysphagia. Fig. 17 .?X-ray of barium swallow three weeks after vagotomy, in a patient complaining of mild dysphagia. 
